We present a 55-year-old male with recurrent attacks of fresh bleeding per rectum, 3 intermittent bouts per year for the last 2 years. The last attack was severe; hemoglobin dropped to 7 g/dl necessitating blood transfusion. Colonoscopy revealed a rectal polyp, 1 cm × 1.5 cm, with bluish intact covering mucosa, compressible on palpation by a biopsy forceps, highly impressive of rectal hemangioma. No biopsies were taken for fear of bleeding. Rectal endoscopic ultrasound (EUS) showed a soft tissue polyp, 5 cm above the anal verge originating from the submucosal layer (3 rd layer) with preserved deeper muscularis propria layer. Doppler study showed a feeding vessel at its base with venous color flow signal. The lesion was most probably localized rectal cavernous hemangioma. The treatment options for the localized type of GI hemangiomas include polypectomy with endoloop, ethanolamine oleate injection, cyanoacrylate (histoacryl) injection, or surgery. We avoided doing polypectomy with endoloop as it will carry a high risk of postprocedural bleeding after falling of the loop or band with exposure of the significant feeding vessel seen by EUS examination. As there was no role for vessel embolization by interventional radiology as the feeding vessel is vein and not an artery, we preferred to do ethanolamine oleate injection. Hence, EUS had direct implication on choosing the line of therapy of that case. 12 mL of 5% ethanolamine oleate were injected (4 injections, 3 mL each) by a usual sclerotherapy needle. No further bouts of bleeding per rectum for 3 months after the maneuver. Conclusion: Rectal EUS could help in choosing the line of management of vascular rectal polyps.
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Kasr Al-Aini Hospitals, Cairo University, Cairo, Egypt Background and Objectives: Many gastrointestinal tumors as diffuse circumferential malignancies as signet ring cell carcinoma and lymphoma may involve mainly the submucosal layer and hence are difficult to diagnose as they frequently yield negative endoscopic biopsies. This main aim of this study is to evaluate the accuracy of endoscopic ultrasound (EUS) and EUS-guided fine-needle aspiration (EUS-FNA) in the diagnosis of diffuse gastrointestinal (GI) lesions with inconclusive endoscopic biopsies. Patients and Methods: This prospective study included 102 patients with diffuse or circumferential GI lesions with nonconclusive biopsies that were taken during upper or lower endoscopy. EUS and EUS-FNA were performed to all patients with cytopathological examination. Results: This study included 65 males (64%) and 37 females (36%), with the mean age of 54.6 years; 80 cases (78.4%) were proved to have malignant lesions; 22 cases (21.6%) were proved to be benign. EUS had a sensitivity of 95%, specificity of 65%, positive predictive value (PPV) of 91%, negative predictive value (NPV) of 45% with P < 0.0001 in diagnosing malignant lesions. EUS-FNA had a sensitivity of 83%, specificity of 100%, PPV of 100%, NPV of 62%, with P < 0.0001. Conclusion: EUS with EUS-FNA is an accurate procedure in the diagnosis of endoscopic biopsy negative diffuse or circumferential GI lesions. Solid pseudopapillary neoplasm (SPPN) of the pancreas is a rare tumor entity that arises from different pancreatic parts constitutes up to 2.5% of all pancreatic neoplasms. We addressed special focus on the general descriptive features of SPPNs regarding age, gender, symptoms, diagnostic tools, pathological features, surgery, and outcome. SPPN has low malignant potential. It usually discovered incidentally with great predilection to occur in young women in about 90% of reported cases. SPPNs exhibit benign characteristics in most of cases reported with low tendency toward malignant behavior. Tumor size may reach up to 10 cm and the prevalent sites of tumor occurrence are the head and tail of the pancreas comprising 40% and 30%, respectively. SPPNs tend to arise as single pancreatic mass, but some reported cases of multicentric SPPN. Endoscopic ultrasound (EUS)-guided fine needle aspiration (EUS-FNA) is used as a preoperative diagnostic tool with sensitivity and specificity of 90% and 94%, respectively. Surgical resection is the standard of care for treatment of such
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